This paper examines primary care physicians' (PCP) roles in helping the nation prepare for, respond to, and recover from the psychologic consequences of chemical, biologic, radiologic, or nuclear (CBRN) terrorism. First, we discuss the psychologic consequences of a CBRN attack and PCPs' roles in responding to these consequences. Second, we analyze these roles in light of the known barriers to delivering high-quality, primary care-based, mental health care. Third, we offer recommendations for mitigating these barriers and preparing PCPs to respond to the psychosocial consequences of a CBRN weapon. Importantly, our recommendations provide dual-use benefits to PCPs faced with the daily concerns of primary care mental health, including improved linkages and electronic connectivity with mental health, information technology, and decision support for providers, and needed education and research.
S
ince the , and subsequent anthrax attacks, substantial federal funds have been devoted to improving the health care system's capacity to detect and respond to a chemical, biologic, radiologic, or nuclear (CBRN) weapon attack. These events highlighted primary care physicians' (PCPs) contributions Q2 to addressing the psychologic consequences of terrorism. [1] [2] [3] [4] [5] After the attacks, PCPs reported a willingness to deliver CBRN-related mental health care, especially if education, links with mental health care, and improved reimbursement were available. 5, 6 PCPs should ensure that their interests are represented in the mental health care planning for a CBRN event. Mental health experts and disaster planners recognize that primary care, already the major component of the ''de facto mental health care system,'' 7 will have to respond to the emotional and behavioral consequences of the event. 5, 8, 9 Estimates of psychologic to physical casualties range from 5 to 1 to 50 to 1 and will likely be widespread and enduring. [9] [10] [11] Primary care may be a central location for triaging patients into primary carebased mental health interventions. 12 Appropriate preparation and planning by administrators, PCPs (and PCPs' families) will likely reduce their work burden 13 and the risk of stress, trauma, and burnout. 14, 15 Importantly, such planning for primary mental health care after a CBRN event serves a ''dual-use'' function as an opportunity for improving the quality of mental health care for routine mental health problems that occur in daily clinical care. 6 A similar dual-use revamping of the public health system is occurring with federal funds for bioterrorism preparedness. 16 The quality of primary mental health care, already hampered by barriers at the conceptual, patient, provider, and system levels, 17 will face new additions to these barriers after an attack. After discussing the psychologic consequences of a CBRN attack and PCPs' anticipated roles in response, we examine what these barriers imply for primary mental health care. Next, we offer recommendations for mitigating these barriers and preparing PCPs to respond to the psychosocial consequences of a CBRN weapon. 38 and radiologic isotopes), sustaining exposure risk and prolonging stress. Unexplained, persistent neuropsychologic problems can be an effect of CBRN agents. 21, 39 One year after the anthrax attacks, survivors reported memory difficulties, poor concentration, 40, 41 and psychological distress. 42 PCPs with patients experiencing ''multiple unexplained physical symptoms'' (MUPS) 12, 43 may have difficulty in determining whether such symptoms are because of a medical condition or are psychological in origin. 40 Managing PCPs' own emotional and behavioral responses will also be important. In the aftermath of the Toronto SARS epidemic where 40% of the 20,000 quarantined persons were health care workers, high rates of PTSD and depression symptoms among surviving health care workers were described 44, 45 and the value of psychosocial support for quarantined workers was demonstrated. 14, 15 In a CBRN event, demands for unnecessary testing and prescriptions may further stress already strained PCPs whose fears and angers may be exacerbated by those of their patients. 46 These providers will be at risk for burnout, stress disorders, anxiety, and depression.
PSYCHOLOGIC CONSEQUENCES AND PCPS' ROLES

47,48
BARRIERS TO PCP DELIVERY OF MENTAL HEALTH CARE IN A CBRN EVENT
Existing barriers to delivering high-quality primary mental health care are relevant to PCPs' abilities to deliver psychosocial care after a CBRN event.
Conceptual Barriers
Mental health providers linked to different systems from PCPs (e.g., social workers in social service systems) may have scant understanding of primary care. Conversely, PCPs view the DSM-IV-R as too complex and specialty focused. 49 
System Barriers
Mental health providers are isolated from PCPs in the health care system and payment structures provide disincentives to PCPs treating mental health problems. 64 These barriers may be exacerbated after a CBRN attack because of the confusing array of organizations that will be involved and the lack of clarity about payment mechanisms. 29 Most primary care practices have little experience with the Substance Abuse and Mental Health Services Administration (SAMHSA), the lead federal agency for disaster mental health response. Public mental health systems charged with delivering disaster mental health care usually do not incorporate PCPs into their postdisaster treatment policies, trainings, and reimbursements. 65 Differentiating long-term organic mental disorders from psychologic distress and formulating an appropriate treatment plan will require guidance in distinguishing and referring patients and linkage between primary care and disaster response agencies. 66 Existing collaborative care models do not incorporate the public health and disaster experts so additional linkages are needed if patients are to be triaged into proposed interventions 12 for reducing development of chronic medically unexplained syndromes (e.g., Gulf War syndrome). 9 
RECOMMENDATIONS
Primary care physicians can play important roles in policy, education, and research that will contribute to overcoming these barriers and preparing them to respond to the psychosocial consequences of a CBRN weapon (see Table 1 ).
1. Leaders in primary care should improve linkages with local, state, and federal mental health and public health agencies: Medical associations should support federal legislation, like the National Resilience Development Act, calling for federal coordination and resources to improve the nation's response to the mental health consequences of terrorism. 67 National organizations, including the Society for General Internal Medicine, should meet with officials from the U.S. Department of Health and Human Services (DHHS) and SAMHSA to address system-level barriers to care, such as lack of reimbursement and linkage with disaster mental health services. SAMSHA could ensure that PCPs are prepared to address CBRN-related concerns in patients, including being able to provide relevant recommendations, education, testing, and referrals. 9 SGIM should suggest that the Federal Disaster Response Plan, which guides the coordinated delivery of federal assistance and resources in the event of a major disaster, should address the complex and ambiguous long-term mental health disorders that do not fit traditional diagnostic categories but are likely to be treated by PCPs. 66 Such activities would likely benefit the public mental health system, as enhancing PCP capacity to address these issues will reduce financial and workforce strain among mental health providers. [65] [66] [67] [68] Administrators and primary care leaders of managed health care organizations, health plans, and other health organizations should begin by meeting with state and local medical societies and bioterrorism coordinators to learn about how existing disaster mental health plans incorporate primary care services, and to acquaint themselves with model linkages that they can implement after a CBRN event. (The job of bioterrorism coordinators, located in public health agencies and often funded by CDC and DHHS grants, includes working with the private sector.) 69 For example, the Department of Defense implemented a novel program after September 11 in which PCPs were assigned to a trained care manager to help treat terrorism-related problems. 70 A
proposed stepped system of evidence-based rehabilitative care for military personnel that links primary care, mental health, and public health and disaster experts in the prevention and treatment of disaster-related somatic symptoms could be adapted for civilian populations. 71 CONCLUSIONS CBRN response planning could help spur improvements in the daily management of routine mental health problems in primary care settings, similar to the way federal bioterrorism funds are improving the public health infrastructure. Efforts to address the primary care-based treatment of these mental health consequences 6 should be sustained and increased as recommended. 
